from the right ventricular (RV) apex to the left lateral AP. A remote pacing site will not be able to pre-excite the ventricular myocardium near the AP, and as a result, the AP conduction will not be manifested. However, despite the relatively short distance, this pitfall arose in our case and involved a VES from the RV apex to the right antero-septal AP. With this case report, we would like to propose a hypothetical mechanism to explain this finding.
Introduction
The differentiation of the retrograde conduction pathway is essential for the diagnosis of paroxysmal supra ventricular tachycardia (PSVT). An eccentric retrograde atrial activation sequence during the tachycardia could give rise to a diagnosis of accessory pathway (AP) conduction. However, in the case of PSVT, which exhibits a concentric retrograde atrial activation sequence, it is confusing to identify whether the retrograde conduction pathway is through the atrioventricular (AV) node or via an AP. Pacing maneuvers are needed to differentiate the retrograde conduction pathway during the tachycardia. The most common pacing maneuver used to identify AP conduction is the delivery of a single His-refractory ventricular extra-stimulus (VES) during the tachycardia. The main pitfall of this maneuver is the distance from the remote pacing site to the AP, such as a VES ms, respectively. The earliest retrograde atrial activation during RV pacing occurred in the midline without any decremental property.
Dual atrioventricular nodal physiology was absent. A short RP interval tachycardia was induced by an atrial extra-stimulus after isoproterenol (2 µg/min) administration. The retrograde atrial activation sequence during the tachycardia was the same as that during RV pacing. A single VES was delivered to the RV apex ( Figure 1A) , and the RV antero-septum ( Figure 1B) , respectively, during the tachycardia when the His bundle was refractory. As a result, only the RV antero-septal VES altered the subsequent atrial timing. The tachycardia was terminated during every attempt at entrainment from the RV. Based on these maneuvers, what was the most likely diagnosis? retrograde limb of the reentrant circuit of the AVRT might be increased, rather than the AVRT using a septal AP. Because the RBB terminalis is located near the RV apex, the orthodromic wavefront using the RBB as the antegrade conduction pathway should go down to the RV apex. However, the orthodromic wavefront of the septal AP, which is activated from the left septal fascicle, does not need to go down to the RV apex to sustain the reentry, because the orthodromic wavefront would turn around at the ventricular basal septum where the exit of the left septal fascicle is located. Thus, in the case of the AVRT using a septal AP, which is activated via the septal fascicle, the RV apex can be excluded from the critical re-entrant circuit. In turn, a VES from the RV apex may not reach to the reentrant circuit during the Hisrefractory timing. In addition, if the myocardium near the AP were to be activated by the fascicle branching from the LBB, the RBBB would not improve the diagnostic utility of a Hisrefractory VES from the RV.
If the myocardium near the AP were to be activated by the RBB, in our case, this would be explained by the presence of a basal exit of the RBB. The RBB is a limb of the reentrant circuit in cases of AVRT using a right-sided AP. The conventional anatomical location of the RBB determines the low turn around point of the reentry circuit, and as the electrical impulse passes from the RBB terminalis, it goes up to the RV base where the AP is located. The RBB terminalis is usually located near the RV apex, though the exact location is unknown and is subject to anatomical variation. 3 The low turn around point of the reentry circuit can vary depending on the anatomical location of the RBB terminalis.
Thus, if a patient has a mid-ventricular exit of the RBB terminalis, the low turnaround point will be shifted to the mid-ventricle and the RV apex can be excluded from the critical reentrant circuit.
This hypothesis would be supported by the fact that the paced VA interval from the RV base was the same as the RV apex after elimination of the AP conduction in this case (Figure 3 ). The earlier engagement of the HPS with the RV mid-ventricle, rather than the RV apex, may explain such a result. 4 In this circumstance, it would be difficult to invade the reentrant circuit from the RV apex during the His-refractory timing. A VES above the lower turnaround point, such as the RV summit, would have a greater chance to enter the reentrant circuit.
5 Figure 3 . The diagnostic catheter is located at the same site as Figure 1B . In the left panel, ventricular pacing was performed from the RV apex. In the right panel, ventricular pacing was performed from the RV base. After elimination of the AP conduction, the paced VA interval from the RV apex and the RV base was the same. ABL, ablation; CS, coronary sinus; His, His bundle; HRA, high right atrium; RV, right ventricle. 
